randomised controlled trial, annual influenza vaccine was shown to reduce cardiovascular morbidity and all-cause mortality in patients with cardiovascular disease. 3 In a study of 17 393 adults hospitalised because of community-acquired pneumonia over a 4-year period, prior influenza vaccine was associated with improved survival. 4 The clinical benefit of influenza vaccination, indications and contraindications, and risk groups who are likely to benefit most are well documented in the Australian Immunisation Handbook 5 and by the World Health Organization 6 and the Centers for Disease Control (CDC). 7 Although influenza vaccination is recognised as a very effective prophylactic measure, further research into better vaccines and better predictive models is desirable. The US Food and Drug Administration has recently approved the use of a live, attenuated nasal influenza vaccine in children aged 6 months and older; this vaccine has previously been available to adults. 8 Healthcare workers (HCWs) and others whose jobs involve frequent and close contact with patients represent a group for whom annual influenza vaccine is recommended based on their potential to transmit influenza to those at high risk of complications. 5 The CDC has extended the definition of HCWs who should receive vaccine to include employees of assistedliving and other residences for persons in groups at high risk, persons who provide home care to persons at high risk, and household contacts of persons in groups at high risk. 7 Although influenza can affect anyone, there is a disproportionate impact on morbidity and mortality for hospital inpatients and residents of long-term care facilities (LTCFs). Vaccination of HCWs in the LTCF setting has a demonstrated association with improvement in mortality among patients. 9 A recent outbreak of influenza in a
Queensland LTCF demonstrated the importance of vaccination of residents and HCWs as a key preventive strategy in LTCFs. 10 It would be reasonable to expect that HCWs involved with such institutions are keenly aware of their duty of care to patients and residents, and that they would lead by example in having annual vaccination themselves. Sadly, this has not been the case. In 2005, only 38% of more than 63 000 permanent health employees in Victorian hospitals were vaccinated (ranging from 34% of non-clinical staff to 42% of laboratory staff). 11 The figure may be even lower for casual staff, who form an important part of the health service workforce, especially during times of peak demand (e.g. influenza season). The situation is similar in LTCFs, with~32% of the aged-care workforce in south Brisbane receiving influenza vaccine in 2007 (Brisbane Southside Population Health Unit, pers. comm.). The economic benefits of increased HCW influenza vaccination coverage have been described. 12 Why are HCW vaccination rates so low and what can be done to improve them? A Canadian study suggested that a message that emphasises the health benefits of influenza vaccination as part of a wellness program was likely to be more successful than more traditional approaches. 13 Factors that predict acceptance of influenza vaccination amongst HCWs in LTCFs include older age, female gender, married status, higher socioeconomic status, longer period of employment and prior absenteeism resulting from influenza. 14 One study involving HCWs in 70 LTCFs in California examined the effects of two interventions: a dedicated free vaccine day and an educational program. The vaccine day, either alone or in conjunction with the educational program, resulted in a significant increase in vaccination rates; however, the educational program alone had no such effect. 15 Other initiatives to improve staff access to vaccination include mobile vaccination carts, peer advocacy and 'drop-in' clinics. 16 So, how should we approach the issue of influenza vaccination amongst HCWs in Australia? It is clear that if we sit back and wait for people to turn up, we will have a similar uptake as in previous years. Influenza activity was higher than usual in the winter of 2007, with 10 534 notifications of laboratory-confirmed cases compared with an annual average of just over 3000 notifications during the previous 6 years. 17 However, people have short memories and we cannot rely on this to provide an incentive to boost vaccination rates. Vaccination uptake is higher in those facilities that offer routine vaccination, so providing influenza vaccine free of charge to all HCWs as part of a routine staff health program in all healthcare facilities and LTCFs would be a good start. 9 Many healthcare institutions already have educational programs and some have dedicated (free) vaccination days, but these need to be broadened and enhanced to improve access and uptake by all HCWs, including casual employees. Correcting some common myths and misunderstandings among HCWs about the indications, side-effects and effectiveness of influenza vaccine must be a priority in any education strategy. Potential incentives for HCWs may range from mandation to a variety of potential workplace benefits, including less absence from the workplace due to illness. There are lots of questions regarding influenza vaccine uptake and, although it is a strategy that produces significant community benefits vaccination, rates remain unacceptably low, particularly among HCWs. It is not unreasonable to expect HCWs to lead by example by having themselves vaccinated and we have a collective responsibility to take whatever measures are required to achieve this. The time to act is now.
